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Objective. The outcome of short saphenous vein surgery is often unsatisfactory and the high litigation rate reflects this. The
aim of this study was to explore the current management of short saphenous varicose veins in Great Britain and Ireland.
Methods. This was a postal questionnaire survey of the surgical members of the Vascular Surgical Society of Great Britain
and Ireland. Of 532 questionnaires 379 were returned (71.2%).
Results. There was diversity of opinion about the management of short saphenous veins. Eighty nine per cent of surgeons
requested duplex imaging for all patients and over 50% arranged additional duplex marking of the saphenopopliteal junction
preoperatively. Only 10.4% formally exposed and identified the popliteal vein during saphenopopliteal ligation, the majority
(75.7%) dissected down the short saphenous vein to visualise the junction. The short saphenous vein was stripped routinely
by 14.5% of surgeons, the majority preferring to excise a proximal segment of up to 10 cm (55.1%). Compared with long
saphenous vein surgery, surgeons were generally more likely to warn patients of nerve damage but equally likely to warn of
deep vein thrombosis. A small number of surgeons failed to warn patients of these complications.
Conclusion. The variation in management of short saphenous veins may be explained by the lack of definitive clinical trials
in this area.
Key Words: Varicose veins; Complications; Questionnaire survey; Surgical technique.
Introduction
Surgery for short saphenous varicose veins is more
challenging with higher complication rates and recur-
rence rates than for long saphenous veins.1 – 3 One of
the major causes of recurrence is failure to identify the
saphenopopliteal junction.1 A recently published
study which analysed the outcome of 59 operations
for short saphenous varicose veins showed that there
was failure to identify and ligate the saphenopopliteal
junction in 13 (22%) patients, despite preoperative
duplex marking. This, along with a major compli-
cation rate of 5%, prompted a suggestion that short
saphenous varicose veins should be treated with
multiple phlebectomies and sclerotherapy.4 The aim
of this survey was to explore the current practices and
views of members of the Vascular Surgical Society of
Great Britain and Ireland with regard to short
saphenous varicose veins.
Materials and Methods
A postal questionnaire was sent to 532 consultant
members of the Vascular Surgical Society of Great
Britain and Ireland during June 2003. The question-
naire sought information about the use of preoperative
investigations (specifically duplex imaging); preferred
surgical technique; and the information given to
patients about potential complications of surgery. A
total of 379 replies were received (71.2%). Four of the
respondents had retired and 14 questionnaires were
returned unopened. A further three replies were
removed from analysis because the respondents
were non-surgical members of the Vascular Surgical
Society of Great Britain and Ireland. Analysis was
carried out on the results of 358 postal questionnaires
(67.3%).
Results
Most surgeons (60.9%) performed more than 15
operations per year for short saphenous varicose
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veins (Table 1). Fifty-two surgeons (14.5%) were less
likely to offer surgery to a patient with uncomplicated,
but symptomatic short saphenous veins compared
with long saphenous varicose veins. The majority (284,
80.2%), were equally likely to operate on short and
long saphenous veins.
Preoperative investigations and the use of duplex imaging
The majority of surgeons (319, 89.1%) routinely
requested duplex imaging preoperatively for patients
with suspected short saphenous veins who required
surgery. Of the remaining 39 surgeons, 23 based their
decision to use duplex on their clinical and hand held
Doppler findings, five stated a lack of resources as a
reason for not using duplex imaging routinely, one
surgeon routinely used venograms and 10 failed to
give a reason.
Preoperative marking with duplex imaging of all
patients undergoing short saphenous vein surgery
was requested by 211 (58.9%) surgeons. A further 88
(24.6%) used additional preoperative duplex marking
selectively for veins with unusual anatomy, and 45
(12.6%) used hand held Doppler preoperatively
instead. One hundred and sixty-eight (46.9%) sur-
geons were more likely to request preoperative
marking for patients undergoing surgery for recurrent
short saphenous varicose veins.
Most (277, 77.4%) surgeons were more likely to use
additional preoperative marking for patients with
short saphenous than long saphenous varicose veins,
while 17.9% employed preoperative marking equally
in these categories.
Warning patients of complications
Compared with long saphenous vein surgery 234
(65.4%) surgeons were more likely to warn patients
having short saphenous vein surgery of the risk of
nerve damage; however, there were five surgeons
(1.4%) who were less likely to warn patients with short
saphenous veins. When considering the risks of deep
vein thrombosis, 84.4% were equally likely, but 11.5%
were more likely to warn patients having short
saphenous vein surgery. The majority, 321 (90.6%) of
surgeons were equally likely to use thromboprophy-
laxis for patients undergoing short saphenous vein
surgery or long saphenous vein surgery, three (0.9%)
were more likely to use it for patients undergoing long
saphenous vein surgery, whereas 22 (6.2%) surgeons
were more likely to use it for short saphenous vein
surgery. Five surgeons (1.4%) never used heparin
thromboprophylaxis.
Surgical techniques
The majority of surgeons operated on short saphenous
veins with the patient in a prone position (79.6%); only
11.2% used the lateral position and 3.3% had the
patient supine. Most surgeons (271, 75.7%) followed
the short saphenous vein into the popliteal fossa and
ligated it as close as possible to the saphenopopliteal
junction (Fig. 1). Only 37 (10.4%) employed formal
exposure of the saphenopopliteal junction for primary
short saphenous veins but this increased to 138 (38.6%)
in patients with recurrent short saphenous varicose
veins. Only 52 (14.5%) routinely stripped the short
saphenous vein; this increased to 65 (18.2%) in
recurrent veins. Most surgeons (197, 55.1%) avulsed
or excised a short segment of upper short saphenous
vein instead (Table 2).
The recent suggestion that patients with uncompli-
cated short saphenous varicose veins should be
treated with multiple phlebectomies and sclerother-
apy alone4 was supported by 38 (10.6%) surgeons, but
in practice only three surgeons used this approach.
Discussion
Short saphenous varicose vein surgery is a procedure
commonly undertaken by vascular surgeons;5 almost
two thirds of respondents to this survey of vascular
surgeons in Great Britain and Ireland performed more
Table 1. Number of operations performed per year, by each
surgeon for primary short saphenous varicose veins
Number of operations Number of surgeons Percentage
,5 13 3.6
5–15 125 34.9
15–30 144 40.2
.30 74 20.6
Not documented 2 0.6
Table 2. Methods of dealing with the short saphenous vein after
saphenopopliteal ligation by surgeons in the survey
Surgical technique Number of surgeons Percentage
Stripping of the short
saphenous vein
52 14.5
Avulsion/excision of up to
10 cm of short saphenous
vein
197 55.1
Short saphenous vein left
in situ
98 27.4
Short saphenous vein stripped
or avulsed
8 2.2
Technique not documented 3 0.8
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than 15 operations per year. At present no formal
guidelines exist for the management of short saphe-
nous varicose veins and little research has been
performed in this area. The response rate of 71.2% to
the survey means that the opinions provided are likely
to be reliable. In many areas, a significant majority of
surgeons agreed on the investigation and manage-
ment. There were, however, some areas of disagree-
ment. Venous surgery is the area of general surgery
with the highest risk of litigation,6 and many pro-
cedures are done for symptoms rather than to treat or
prevent complications. Surgeons with minority views
run the risk of increasing their chances of litigation.
Duplex ultrasound imaging is the gold standard
investigation for varicose veins4,5 and some surgeons
have recommended that duplex imaging should be
used routinely for short saphenous veins, because of
the variability of anatomy at the saphenopopliteal
junction.5,7 In this survey 89.1% of surgeons routinely
requested preoperative duplex imaging to confirm the
presence of an incompetent saphenopopliteal junction
and 54.2% requested duplex-guided marking of the
junction for all patients prior to surgery. Hand held
Doppler is widely used as a first line investigation in
outpatients, but has an accuracy of only 70%.8 Forty-
five surgeons used hand held Doppler to mark the
saphenopopliteal junction. It is not known whether
failure to image the saphenopopliteal junction
increases the chance of recurrent saphenopopliteal
incompetence and recurrent veins. A recent random-
ized trial suggested that routine preoperative imaging
did not affect outcome, but numbers were small.9 Five
respondents stated that funding issues were the reason
for not performing duplex imaging perhaps indicating
the increasing difficulty in justifying the use of scarce
resources for the investigation and treatment of
varicose veins in the National Health Service.
Randomized trials have shown that for long
saphenous varicose veins, formal flush saphenofe-
moral ligation with stripping of the long saphenous
vein gives the best long term results.10 No such trials
exist for short saphenous veins. The majority of
surgeons did not perform formal dissection of the
saphenopopliteal junction, presumably because of
their fear of nerve damage, but followed the short
saphenous vein down and ligated it a distance from
the saphenopopliteal junction they judged safe. This
could be one cause of the high rates of recurrence
following short saphenous vein surgery, however, the
high technical failure rate documented by Rashid et al.
occurred following formal exploration in all of their
patients.4 Some 38.4% of surgeons were more likely to
Fig. 1. Methods of saphenopopliteal ligation used by surgeons in the survey.
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expose the saphenopopliteal junction formally for
recurrent disease when the dissection is likely to be
more difficult, potentially increasing the chance of
complications. Few respondents routinely stripped the
short saphenous vein. Leaving the short saphenous
vein in situ may increase the risk of recurrence due to
neovascularisation, as has been shown to be the case
following saphenofemoral ligation without strip-
ping.11
The information given to patients regarding poten-
tial complications of short saphenous vein surgery is
varied, and in some cases absent. Nerve damage is the
commonest cause of litigation following varicose vein
surgery6 and over half of the respondents to this
survey have seen major disabling nerve damage as a
consequence of short saphenous surgery. Deep vein
thrombosis is also well documented; in a series of 6152
saphenopopliteal ligations, three patients had major
venous injury with post thrombotic syndrome
(0.05%).12 In this survey most respondents (84.2%)
were more likely to warn of deep vein thrombosis
following short saphenous compared with long
saphenous vein surgery; however, only 6.2% were
more likely to give heparin prophylaxis to those
having short saphenous vein surgery. It was reassur-
ing that almost all surgeons at least used thrombopro-
phylaxis selectively; only five surgeons surveyed
never used heparin during varicose vein surgery.
The investigation and management of short saphe-
nous varicose veins in Great Britain and Ireland is by
no means uniform. The lack of research into the
aetiology of recurrent short saphenous varicose veins
and the absence of definitive clinical trials hamper
determination of best practice. This is fertile ground
for future research, and in particular it would be
valuable to determine whether the short saphenous
vein can be stripped safely, and whether there is a role
for new endovascular procedures, which at present are
only used for the treatment of long saphenous veins.13
Meanwhile, the variation in practice and failure of
some surgeons to inform their patients fully of the
risks of nerve damage and deep vein thrombosis are a
cause for concern that could lead to an increase in
litigation in this high risk area.
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